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We believe, due to the huge right ventricular dilatation
resulting from long-standing tricuspid regurgitation, that
tethering of the leaflets occurred following anatomical re-
pair, leading to inadequate coaptation.
Because of such suboptimal results, a novel surgical
approach, allowing a functional rather than anatomical re-
pair, was conceived and adopted in this context. The appli-
cation of the clover technique allowed the restoration of a
perfect competence of all the tricuspid valves treated, even
in presence of complex lesions and huge right ventricular
dilatation.
Moreover, this surgical approach seems to be potentially
effective in any type of tricuspid insufficiency due to com-
plex mechanisms such as prolapse or flail of multiple leaf-
lets and retractile lesions associated to severe annular dila-
tation: the perfect results accomplished in 2 more patients
with severe tricuspid incompetence due to degenerative
disease, recently submitted to this repair in our unit, seem to
confirm this impression. We are aware that the small num-
ber of patients treated so far does not allow strong statistical
support of the effectiveness of this technique and that a
longer follow-up is necessary to evaluate the durability of
the procedure; nevertheless, in this preliminary series, val-
vular competence was always restored and the repair was
never restrictive. We therefore regard the clover technique
as an easy, rapid, and effective approach to correct post-
traumatic tricuspid regurgitation and, potentially, as a con-
venient option in the presence of complex tricuspid valve
lesions associated with right ventricular enlargement/dys-
function due to long-standing chronic volume overload.
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